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Abstract
Objectives—Examine utilization of chaplain services among Veterans Affairs (VA) patients
with colorectal cancer (CRC).
Methods—In 2009, the Cancer Care Assessment & Responsive Evaluation Studies questionnaire
was mailed to VA CRC patients diagnosed in 2008 (67% response rate). Multivariable logistic
regression examined factors associated with chaplain utilization.
Results—Of 918 male respondents, 36% reported utilizing chaplains. Chaplain services were
more likely to be utilized by patients with higher pain levels (OR=1.017; 95% CI=0.999–1.035),
younger age (age OR=0.979; 95% CI=0.964–0.996) and later cancer stage (early stage OR=0.743;
95% CI=0.559–0.985).
Conclusions—Chaplain services are most utilized by younger, sicker patients.
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Receiving a diagnosis of colorectal cancer can have far reaching effects. About a third of
patients who receive a diagnosis of cancer report experiencing significant, potentially
debilitating, distress as a result (Vachon, 2006). This distress can take many forms,
including physiological, social, financial, and spiritual (Arndt, Merx, Stegmaier, Ziegler, &
Brenner, 2004; Fitchett et al., 2004; Mickley, Soeken, & Belcher, 1992; Spiegel, 1994). The
pervasive impact that a cancer diagnosis can exert on every dimension of life may even
persist in the face of a favorable disease prognosis (Flannelly, Weaver, & Handzo, 2003).
Following a cancer diagnosis, patients often are confused and reflective about their lives,
and many turn to faith and spiritual counseling (Dunn et al., 2006; Hamilton, Jackson,
Abbott, Zullig, & Provenzale, 2011). For those who regularly attend religious services, there
is evidence that they experience less spiritual struggle and emotional distress when
diagnosed (Fitchett, et al., 2004). This translates into a demand for services that extends
beyond the traditional medical field and may include pastoral care. In the community
setting, clergy members are often on the frontline of mental health care, serving as
counselors and addressing mental health care needs due to their accessibility (Milstein,
Manierre, Susman, & Bruce, 2008; Weaver, Flannelly, Flannelly, & Oppenheimer, 2003). In
the healthcare setting, a multidisciplinary team of allied health care professionals – often
including chaplains, social workers, psychologists, and psychiatrists, among others – has
been recommended to ensure that all aspects of cancer patients’ well being are addressed
(Millstein, Manierre, & Yali, 2010; Weaver, et al., 2003).
In recent years, there has been increased emphasis on utilizing a wide range of providers,
including chaplains, for comprehensive cancer care and spiritual health (Weaver, et al.,
2003). However, the majority of research focuses on the inclusion of clinically trained staff
rather than on the provision of spiritually oriented, hospital-based chaplain services. Many
studies on utilization of chaplain services have been conducted in the palliative care setting,
but people with cancer may feel an increased spiritual need regardless of disease prognosis
(Flannelly, et al., 2003). While scientific evidence supporting a linkage between chaplain
care and long-term improvement on cancer disease progression or mortality is lacking, there
is evidence that physical health, quality of life, and spiritual well-being are closely
connected (Cavendish et al., 2007; Holland et al., 1999; Stefanek, McDonald, & Hess,
2005). Patients receiving spiritual care at the end of life report higher quality of life and
make different treatment decisions, like starting hospice earlier in the course of care
(Balboni et al., 2010). Previous studies in this domain tend to examine patients near the end
of life rather than across the broader trajectory of disease. Our study brings a unique
perspective because it surveys newly diagnosed patients across the disease trajectory, not
just those near the end of life.
Patients with colorectal cancer may have a variety of reasons for pursuing chaplain services.
Chaplains are trained to assist patients who are dealing with physical pain or end of life
issues (Galek et al., 2009; Sinclair, Mysak, & Hagen, 2009). They may also be preferred to
mental health care providers among patients concerned about the stigma attached to their
diagnosis. Even for patients with a positive prognosis, social stigma can be an issue due to
fear of others knowing about a colostomy or their disease status (MacDonald & Anderson,
1984; Phelan et al., 2011). There is evidence that patients have different expectations
regarding chaplains’ services depending on their age. For example, a study at the Mayo
Clinic found that patients older than 35 years were more likely to expect a hospital chaplain
to visit without being requested (Piderman et al., 2008). Younger individuals are less likely
to have established membership in a traditional religious organization (Life, 2008) and, as a
result, may not have a built-in spiritual support network when they become seriously ill. It
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has also been shown that younger patients are more likely to experience spiritual distress in
the face of a diagnosis with advanced cancer (Hui et al., 2011). Middle-aged people are
more likely to be fearful of death compared to older people, likely because of a perceived
disconnect between the desired and expected time left to live (Cicirelli, 2006). Moreover, as
awareness of death increases, middle-aged adults are more likely to report a fear of physical
loss than their older aged counterparts (Cicirelli, 2006). In contrast, older individuals may be
visited by members and clergy from their religious center, making them less reliant on
hospital chaplains than someone without this builtin spiritual support (Life, 2008). Chaplains
are trained to help both patients and their loved ones cope with these issues. A three-year
study at Memorial Sloan Kettering Cancer Center examining use of chaplain services found
that chaplains also served patients’ family and friends rather than working directly with
patients themselves. The study also found that chaplain interventions differed according to
patients’ religious views, disease progression, and whether the patient or just family
members were present (Flannelly, et al., 2003).
The present study examined the extent to which male patients with colorectal cancer utilized
chaplain services in the Veterans Health Administration. The VA chaplain service, initiated
in 1945, is tasked with meeting spiritual healthcare needs of Veterans (Affairs, 2011).
Hospital-based chaplains are available at VA medical centers nationwide, 24-hours a day, in
both inpatient and outpatient settings. Chaplains are trained to accommodate multiple faiths
and religious views so that they are equipped to better meet the spiritual needs and beliefs of
diverse patients. Chaplains provide a wide range of services, including identifying “at risk”
patients, grief counseling, family counseling, and values clarification. Many of these
supportive services help patients learn to cope with a recent colorectal cancer diagnosis
(Affairs, 2011). The current study examined chaplain utilization, predictors of chaplain
utilization, and satisfaction with chaplaincy services among newly diagnosed colorectal
cancer patients in the VA.
METHODS
This analysis examined utilization of and experience with hospital-based chaplain services
through a nationwide Veterans Affairs (VA) survey of patients newly diagnosed colorectal
cancer in 2008. The protocol for survey administration and use of data for analysis were
approved by the Institutional Review Board (IRB) of the Minneapolis VA Medical Center
and University of Minnesota School of Medicine. The Durham VA Medical Center IRB also
approved using survey data for analysis.
The C-CARES Survey
A team of researchers from VA Health Services Research & Development, Department of
Defense, National Cancer Institute, and the University of Minnesota collaborated to develop
the Cancer Care Assessment and Responsive Evaluation (C-CARES) survey. The primary
purpose of C-CARES was to assess patient-reported experience with the VA healthcare
system, including both clinical and non-clinical care, among newly diagnosed colorectal
cancer patients. C-CARES included several domains of questions assessing diagnosis and
access to care, cancer treatments, symptoms, hospice care, primary care, barriers to care, and
care coordination among others, and was written at an 8th grade reading level. C-CARES
also queried patients about their utilization of and experience with VA’s hospital-based
chaplain program.
Patient Identification and Survey Mailing
Patients were identified through the VA Central Cancer Registry (VACCR). The VACCR
uses custom software (OncoTraX) that integrates with the VA electronic health record
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system to identify all cancer cases diagnosed and treated within VA, making it a
comprehensive resource for patient identification. It has been estimated that VACCR
captures approximately 90% of cancer cases treated in VA (Jackson et al., 2010; Zullig et
al., 2012).
C-CARES aimed to survey all eligible VA patients nationwide who were newly diagnosed
with colorectal cancer in 2008. To be included in the survey cohort, patients had to meet the
following eligibility criteria: 1) newly diagnosed with colorectal cancer during calendar year
2008, 2) received over half of their cancer care at any medical center in the VA healthcare
system, and 3) living at the time of the mailing. After attaining the initial list from the
VACCR (n=2,555), a research assistant at the Minneapolis VA manually reviewed patients’
electronic medical record to confirm eligibility criteria, including vital status, and to identify
the patient’s mailing address to which the survey would be sent. Surveys were mailed to
2,090 patients between August and November 2009.
The self-administered C-CARES survey was mailed directly to the patients’ homes. A ten-
dollar incentive was included in the survey packet to encourage participation.
A total of 1,409 surveys were returned, resulting in an overall response rate of
approximately 67%. Individuals who indicated that they received most of their cancer care
outside of the VA were excluded from analysis. After this secondary eligibility screening
process, a total of 1,147 surveys were used for analysis. Additionally, surveys without a
response regarding utilization of chaplain services (n=101) or with missing information on
any of the covariates (n=98) were omitted from analysis (Figure 1). The small number of
women made gender comparisons statistically infeasible so female respondents (n=30) were
also excluded. As a result, 918 male patients were included in these analyses.
Patient Reported Utilization of Chaplain Services
Respondents were asked whether they received help for their emotions or mood from VA
nurses, physicians, mental health specialists, and chaplains. Patients were asked, “During the
last 6 months, did a doctor or nurse give you the help that you wanted with your emotions or
mood?” Response options included: ‘Yes’, ‘No’, ‘I am not sure’, and ‘Help not wanted’.
Next, patients were asked, “During the last 6 months, did you talk with a therapist, counselor
or clergy about your emotions or mood?” Response options included: ‘Yes’, ‘No’, and ‘I am
not sure’. A subsequent question asked, “Did you ever talk with a chaplain (priest, minister,
rabbi, etc.) while at the VA since you were diagnosed with colorectal cancer?” Responses
options included: ‘Yes’ and ‘No’. Patients who responded ‘yes’, that they had spoken with a
chaplain, were asked about their experience with chaplain services. Questions included:
“How helpful was the chaplain?” and “Overall, how satisfied were you with the chaplain
services at the VA?” Patients responded to each of these questions on a five-point Likert
scale ranging from ‘not at all’ to ‘extremely.’
Patients who did not utilize chaplain services were asked their reason for non-use. Response
options included: ‘not interested or did not need chaplain services at the VA’, ‘not aware
that chaplain services were available’, ‘the chaplain was not available’, and ‘some other
reason.’
Outcome
The outcome variable, utilization of chaplain services, was derived from the following
question in the C-CARES survey: “Did you ever talk to a chaplain (priest, minister, rabbi,
etc.) while at the VA since you were diagnosed with colorectal cancer?” As previously
described, response options were ‘yes’ or ‘no’.
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Measures of patient characteristics, disease characteristics, and symptoms were included as
explanatory and control variables. Patient characteristics included age (continuous), race
(binary), employment status (binary), educational level (binary), income (categorical), and
social support (categorical). Age was measured as a continuous variable describing the age
at CRC diagnosis. Race information was aggregated into four mutually exclusive categories:
white, black, Hispanic, or other race. Race was determined base on two hierarchical sources.
First, the race category indicated by the respondent on the returned survey was used. Race
from the VA Central Cancer Registry was utilized if the patient failed to report race on the
C-CARES survey. The C-CARES survey served as the data source for employment status,
educational level, and annual income. Respondents were considered employed if they
reported any part-or full-time employment. Educational level was binary – respondents who
reported completing high school or higher-level education versus respondents who reported
partial completion of high school or less education. Annual income was in four distinct
categories: less than $10,000, between $10,000 and $20,000, between $20,001 and $40,000,
or greater than $40,000.
A lack of social support is a factor known to impact the use of psychosocial services
(McDowell, Occhipinti, Ferguson, & Chambers, 2010; Steginga et al., 2008). In order to
assess patients’ social support system, patients were asked, “If you had to choose, which
person is most likely to help or take care of you, if you needed it?” Possible responses
included: ‘my spouse’, ‘my daughter’, ‘my son’, ‘my boyfriend/girlfriend or partner’,
‘another family member’, ‘a friend or neighbor’, ‘other’, and ‘no one would help or take
care of me’. Responses were combined into three mutually exclusive variables indicating
support from spouse, family and friends (apart from the spouse), or no one.
In addition to patient characteristics, we also controlled for disease characteristics and
symptoms. Stage at diagnosis, aggregated into early stage (i.e., Stage I or II) versus late
stage (i.e, Stage III or IV), was included in the model. To assess symptom severity within
the last six months, C-CARES contained validated PROMIS scales for fatigue, pain, and
depression (DeWalt, Rothrock, Yount, Stone, & Group, 2007; Reeve et al., 2007). A t-score
for each scale was calculated for every respondent. PROMIS scale t-score distributions are
standardized such that the mean for the general U.S. population is 50 and the standard
deviation around this mean is ten (DeWalt, et al., 2007; Reeve, et al., 2007). Higher scores
indicated greater severity of symptoms. In order for PROMIS scales to be meaningful,
patients must respond to all survey items. PROMIS scale calculation would not be possible
with incomplete data; surveys with missing information on any PROMIS symptom survey
item were excluded from analysis.
To assess symptoms, we asked questions on fatigue, pain and depression. Fatigue was
measured using the validated PROMIS fatigue scale (Cella et al., 2010; DeWalt, et al.,
2007). Examples of questions included, “How often did you experience extreme
exhaustion?” and “How often did you run out of energy?” Patients responded to questions
using the following categories: ‘never’, ‘rarely’, ‘sometimes’, ‘often’, or ‘always’.
Pain was measured using the six validated PROMIS pain scale items(Cella, et al., 2010;
DeWalt, et al., 2007). Examples of pain questions include, “How much did pain interfere
with your enjoyment of life?” and, “How much did pain interfere with your ability to
concentrate?” Patients indicated either: ‘not at all’, ‘a little bit’, ‘somewhat’, ‘quite a bit’, or
‘very much’.
Depression was assessed using questions from the validated PROMIS depression scale to
assess problems with mood (Cella, et al., 2010; DeWalt, et al., 2007). Expressions of mood
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or depression problems included, “I felt worthless” and, “I felt that I had nothing to look
forward to.” Response options included: ‘never’, ‘rarely’, ‘sometimes’, ‘often’, or ‘always’.
The PROMIS scale t-scores were then calculated separately for pain, fatigue, and depression
(Reeve, et al., 2007).
Analysis
Statistical analyses were performed using Stata (StataCorp. 2009. Stata Statistical Software:
Release 11. College Station, TX: StataCorp LP). We conducted multivariable logistic
regression analysis to determine the likelihood that respondents with specific patient,
disease, and symptom characteristics would report utilization of chaplain services.
RESULTS
Survey Respondents
Survey respondents were predominately white (76%) males with a mean age of 67.5 years.
The majority of survey respondents were not employed (81%). Most had attained a high
school degree or higher level of education (84%). Annual incomes were less than $10,000
for approximately 84% of survey respondents. Slightly fewer than half of respondents
reported their spouse as their primary social support. Approximately 5% reported no source
of social support. Slightly more than half (61%) of patients were diagnosed with early stage
disease (i.e., Stage I or II) compared to late stage disease (i.e., Stage III or IV; 39%). We
compared the reported frequency of symptoms among the survey respondents and U.S.
population. Survey respondents were similar to the general U.S. population in terms of
reporting symptoms of fatigue, pain, and mood (Table 1).
Utilization of Chaplain Services
Approximately 39% of survey respondents reported that a doctor or nurse did not provide
help needed with their emotions or mood. This indicates that there may be a need for
psychosocial and spiritual support services that chaplains may be able to provide.
Approximately 19% of patients reported talking with a therapist, counselor, or clergy about
their emotions or mood, and 36% of respondents indicated that they had spoken with a VA
chaplain since receiving their diagnosis.
Respondents were also asked about reasons for not utilizing chaplain services. Of those who
responded, 73% cited that they were not interested or did not need chaplain services. The
next most common response was that the respondent was not aware that chaplain services
were available (approximately 15%), indicating a possible gap.
Satisfaction with Chaplain Services
A minority of respondents reported their level of satisfaction with and helpfulness of
chaplain services. Of those patients who responded, when asked about their level of
satisfaction with chaplain services, 64% of survey respondents reported being very or
extremely satisfied. Similarly, 48% of survey respondents indicated that the chaplain was
very or extremely helpful. In contrast, only 13% indicated that they were not at all or only a
little satisfied and 23% indicated that the chaplain was not at all or a little helpful.
Multivariate Logistic Regression
Age, stage of disease, and level of pain had statistically significant affects on the odds of
utilizing chaplain services (Table 2). A one-year increase in age was associated with
decreased odds of utilizing chaplain services (OR 0.979; 95% CI 0.964, 0.996; p=0.014).
Similarly, early stage at diagnosis was associated with reduced odds of utilizing chaplain
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services (OR 0.743; 95% CI 0.559, 0.985; p=0.039). Neither race, employment status, level
of education, nor annual income had a significant impact on the odds of utilizing chaplain
services. Social support also had no significant impact on utilization of chaplain services.
Fatigue and depression had no effect of utilization of chaplain services. Being in pain,
however, was associated with increased odds of utilizing the services of chaplains (OR
1.017, 95% CI 0.999, 1.035, p=0.054).
DISCUSSION
This analysis finds that patients’ age, stage of disease at diagnosis, and level of pain affect
the odds of reporting use of chaplain services. Patients who have more advanced cancer and
feel more discomfort may perceive themselves to be closer to the end of life compared to
asymptomatic patients who share a common diagnosis of colorectal cancer. Younger
patients diagnosed with late stage disease may experience a high level of spiritual distress
and fear of death (Cicirelli, 2006; Hui, et al., 2011), particularly since a cancer diagnosis
may be unanticipated. Young patients are less likely to expect a chaplain visit to occur
automatically in a hospital setting (Piderman, et al., 2008). Therefore, younger patients may
actively seek chaplain services and be more likely to report them in a survey.
Studies have identified characteristics of spiritual care programs that are more likely to be
viewed as valuable by members of a multidisciplinary care team: a) being physically located
close to cancer care; b) reporting to senior hospital leaders; c) taking a multi-faith approach;
and d) maintaining an academic affiliation (Sinclair, et al., 2009). These types of programs,
however, are not very widespread, and although in general, medical and religious
communities embrace the idea of spiritual well being as a component of comprehensive
cancer care, in some healthcare organizations, healthcare professionals not trained in
spiritual issues provide spiritual care. In one study, a substantial proportion of medical
oncologists and nurses reported that they were primarily responsible for addressing spiritual
needs with their patients (Kristeller, Zumbrun, & Schilling, 1999), but nearly 90% indicated
that a chaplain would be better suited to meet this patient care need (Kristeller, et al., 1999).
In the VA, chaplain services are well integrated into patient care services. Chaplains are
available throughout the VA healthcare system and are prepared to counsel patients of
diverse faiths or religious views. A study among Veterans Affairs (VA) hepatocellular
cancer patients found that chaplains, when part of a multidisciplinary care team, improved
patient and family satisfaction with care (Van Cleave, Devine, & Odom-Ball, 1999).
It is important that healthcare providers be aware that newly diagnosed cancer patients may
desire to see a chaplain and that patients may derive benefits from these interactions, such as
decreased emotional distress and religious struggle (Fitchett, et al., 2004; Weaver, et al.,
2003). Another recent VA study found that nearly 80% of colorectal cancer patients had
documentation in their medical record of receiving some type of psychosocial support early
in their diagnosis. Just over half of patients had documentation of at least some type of
interaction with chaplain services (Hamilton, et al., 2011). This is higher than the 36%
chaplain utilization rate found in our current study. This difference may be an artifact of data
collection procedures. Our study uses patient-reported data, whereas the aforementioned
study employed medical record abstraction to obtain data. Despite the incongruity in
absolute percentage of use, both Hamilton and colleagues and our current study found that
rates of chaplain use were higher than other forms of psychosocial support (i.e.,
psychologist, psychiatrist, or similar) among VA colorectal cancer patients.
Furthermore, this rate of psychosocial service utilization ranks higher than rates reported in
some studies occurring in the private sector. For example, an Australian study found that
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less than half of cancer patients take advantage of chaplain and other psychosocial support
services (Steginga, et al., 2008).
The current study found a minority (i.e., 15%) of survey respondents who were unaware of
chaplain services. While the severity of this lack of awareness cannot be fully assessed by
the current survey, there is gap in communication should be addressed. The scope of the
current survey is limited to colorectal cancer patients during finite period of treatment, but
patients with different types of cancer may utilize chaplain services differently. In addition,
utilization of and satisfaction with chaplain services may be dependent on when a patient
accesses chaplain services. The C-CARES surveyed patients following their initial
diagnosis; however, it is possible that patients for whom more time has elapsed since their
diagnosis or with recurrent cancer may report different chaplain utilization.
Limitations
The C-CARES survey was a self-administered survey. Response bias is a limitation with
this data collection approach. Patients who responded to the survey had to have a mailing
address. As such, homeless patients would not have been surveyed. Additionally, patients
must have been physically well enough to respond to the survey. It is unlikely that patients
who were hospitalized for an extended period of time or who were at the end of life would
have responded to the C-CARES survey. These survey respondents were likely healthier
than those patients that did not respond. It seems reasonable that sicker patients will have a
greater proclivity to utilize chaplain services – both hospital-based and with their established
clergy at home. As a result, this analysis may under report utilization of chaplain services.
Recall bias is an issue with any health services survey. Patients may under- or over-report
chaplain use due to perceived “correct” answers, social stigma, not remembering the
encounter, or similar issues. We also do not know what specific services chaplains provided.
Perhaps most importantly, the C-CARES survey did not inquire about religious affiliation or
religiosity. Patients who are more religious may be more likely to seek assistance from
chaplains. Future studies should examine this issue.
Conclusions
Over one-third of newly diagnosed colorectal cancer patients sought counsel from a VA
hospital-based chaplain. This is a substantial proportion of patients, particularly since the
cohort of survey respondents were relatively well distributed by stage of disease and slightly
favored early stage disease. However, higher level of pain and greater stage of disease were
positively associated with chaplain care-seeking behavior. Increased age was negatively
associated with chaplain utilization. This suggests that, while chaplain services were utilized
by a wider net of patients, the majority of use was likely among younger, sicker patients.
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Table 1
Characteristics of survey respondents (n=918)
Percent/Mean SD (Min, Max)
Patient Characteristics
 Age 67.5 9.8 (26, 90)
 Male 100.0 --
 White race 76.0 --
 Black race 13.6 --
 Hispanic 5.6 --
 Other race 4.8 --
Employment and Educational Status
 Employed 19.2 --
 Not employed 80.8 --
 High school or higher education 84.3 --
 Less than high school education 15.7 --
Annual Income
 < $10,000 84.37 --
 $10,000 – $20,000 49.2 --
 $20,001 – $40,000 24.5 --
 >$40,000 10.6 --
Social Support
 Spouse 48.2 --
 Family and Friends 40.9 --
 No one 4.7 --
Stage at Diagnosis
 Early stage (i.e, Stage I or II) 61.3 --
 Late stage (i.e., Stage III or IV) 38.7 --
Symptoms
 Fatigue 53.0 9.8 (32.5, 82.7)
 Pain 51.3 10.7 (41.0, 78.1)
 Mood problems 50.5 10.9 (37.1, 81.1)
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Table 2
Multivariate logistic regression results describing factors associated with utilization of chaplain services.
(n=918)
OR 95% CI p
Patient Characteristics
 Age 0.979 (0.964, 0.996) 0.014*
 Race 1.058 (0.891, 1.260) 0.518
 Not employed† 1.100 (0.756, 1.60) 0.6317
 Less than high school education†† 0.791 (0.523, 1.198) 0.268
Annual Income†††
 < $10,000 0.757 (0.431, 1.329) 0.332
 $10,000 – $20,000 1.007 (0.624, 1.625) 0.978
 $20,001 – $40,000 1.101 (0.665, 1.821) 0.709
Social Support††††
 Family and friends 1.029 (0.772, 1.373) 0.841
 No one 0.853 (0.432, 1.684) 0.647
Disease Characteristics & Symptomsδ
 Early stage 0.743 (0.559, 0.985) 0.039*
 Fatigue 1.006 (0.985, 1.027) 0.580
 Pain 1.017 (0.999, 1.035) 0.054*




 The referent employment status category is part- or full-time employment.
††
The referent educational category is completion of high school or greater.
†††
The referent annual income category is >$40,000.
††††
The referent social support category is spouse.
δ
Symptoms are based on PROMIS scores.
Early stage of disease is a dichotomous variable where earlystage=1 if Stage I or II and earlystage=0 if Stage III or IV disease.
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